
  IMAP 
Enrollment Mentor Form 

                                 This form will be returned if all the areas are not completed. 
 
Beginning Educator Name:  Last                                               First                                    Middle                  Maiden 
 
Social Security# (REQUIRED)                                                                      Year of Enrollment  1___ 2___ 3____ 
 
Training Institution (College)                                                                           State 
 
Educator License # (REQUIRED)                             Expiration Date:                                        E-mail Address: 
 
License type:  Please check ALL that apply:  Administrative___ Instructional___  School Services___ 
 
       Emergency Permit______  Standard ( rules 46-47)____  Reciprocal_____  Initial Practitioner ( rules 2002)______ 
 
Area(s) of Licensure:                                                                                                   Level(s)/ Settings of Licensure: 
 
Subject Area(s) Assigned:                                                                                          Grade  Level of Assignment: 
 
 
School Corporation Name:                                                                                                  Corporation# 
 
School Name:                                                                                                                       School# 
 
School Address:  Street                                                                                 City                                      Zip 
 
First Contract Day                                                                                       Full time________  Part Time_______ 
 
 
Name of Mentor: Last                                                First                                   Middle                  Maiden 
 
Social Security# (REQUIRED)                                            Email address 
 
Subject Area Teaching:         Grade Level Teaching                       Highest Degree:             # Years as A Mentor    
                     
Educators License# (REQUIRED)                                      Expiration Date:                     # Years of Experience 
 
Completed a State Approved Mentor Training Program  Yes___ NO__   Assigned a Mentor Team: Yes__ NO __ 
If answered yes to above question: Give name of mentor program and date completed, please attach copy of the 
certificate issued by the program. 
 
 
TO BE COMPLETED IF MENTOR IS FROM A DIFFERENT SCHOOL DISTRICT THAN BEGINNING 
EDUCATOR 
School #                                                   Corporation #                                     
 
 
Signature of Principal/Supervisor/Facilitator: 
 
Printed Name of Principal/ Supervisor/ Facilitator:                                                                             Phone 
Number 
 
 
Please return this completed form to:  Indiana Professional Standards Board 
                                                    IMAP  
     101 W. Ohio Street, Suite 300 
                                                                  Indianapolis, IN 46204 
                                                                  Fax: (317) 234-0209 
 
Please submit only one copy of this application form via fax OR mail. 
This form should be submitted to the IPSB no later that October 1st or within 10 days of the beginning educator’s 
first day to qualify for compensation of mentors or professional development activities. 
 
**If educators do not hold a current/ valid educator’s license they are not eligible to be enrolled in the program. You must wait 
until they receive their license 


